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Although cases have been documented describing wires
extracorporeal expulsion associated with osteosynthesis, interfer-
ence screw disengaging from the tibial tunnel in anterior cruciate
ligament reconstructions, screw migration from the symphysis to
the bladder in pelvic fractures and oesophageal perforation from
anterior cervical instrumentation, no reports have noted migration
of a failed implant after acetabular fractures.1,10 In this report, we
present a novel case in which an acetabular screw spontaneously
migrated 3 years after the surgery, undergoing subsequent
transcutaneous expulsion.
2. Case report
A 43-year-old man presented to the Emergency Department
of our hospital for evaluation of pain acutely increased and
spontaneous extracorporeal expulsion of a screw while doing
physical exercise. 3 years ago, the patient was involved in a
motor vehicle accident in which he incurred a posterior wall
acetabular fracture that was treated, in an other centre, with
open reduction and internal ﬁxation through a posterior
nonextensile Kocher–Langenbeck approach and non-weight-
bearing.5 The patient did not perform any follow-up after
discharge, so the location of the extruded screw could not be
identiﬁed previously because no radiographs were taken during
the postoperative time.
The patient did well for the following 2 years returning to full
employment and weight-bearing without the use of an assistive
device, but with moderate left groin pain. The patient underwent* Corresponding author at: C/ de la Can˜ada, N8 4, 68 A, 28030 Madrid, Spain.
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Open access under the Elsevier OA license.daily exercises to maintain range of motion of the hips. Twenty
months after surgery the patient began to palpate a mass, varying
in size, which was studied by the dermatology department, being
diagnosed of lipoma in the left gluteal area.
The patient stated that over the last 4 weeks the mass was felt to
be growing in this area, and few hours ago, during physical
workout, his pain acutely increased and subsequently wound
dehiscence occurred. The patient noted the tip of the screw readily
visible and tried himself to remove it by pulling. These attempts to
remove the screw failed because the head of the screw was bigger
than the wound dehiscence, so he contacted us and underwent
immediate examination.
The patient demonstrated an antalgic and short limb gait. On
the physical examination of the left buttock, the whole body of the
screw was visible through a small wound dehiscence, that showed
erythema but no granulation tissue at the wound edges. The
wound showed no sign of infection. Regarding the range of motion
of the hip an antalgic limit of the last degrees was identiﬁed,
referring to moderate pain when the hip was in motion.
At no time did the patient complain of fever. His laboratory
analysis revealed inﬂammatory markers within normal limits.
Radiographs showed advanced left coxarthrosis and noted clear
screw migration (Fig. 1).
The patient was taken to the operating room for removal of the
screw, that was removed without further difﬁculty once the
wound dehiscence was enlarged. The wound was copiously
irrigated and closed using absorbable suture.
All cultures were negative. Postoperatively, no complications
were noted, the wound healed uneventfully and the authors
recommended that he receive a total hip arthroplasty so that he
was referred to his hospital.
3. Discussion
Although migration of orthopaedic pins and wires around the
shoulder girdle into the chest cavity has been reported, and reports
about this complication continue to accumulate,1,10,7,8 spontane-
ous screw loosening and transcutaneous migration of a screw into
the gluteus, following open reduction and internal ﬁxation, is a rare
complication and may also have clinical sequela.
Figs. 1 and 2. Plain antero-posterior and axial X-rays radiographs indicated lateral migration and rotation of the failed screw.
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screw, poor bone quality, screw divergence, and bone resorp-
tion.8,2,6,9 Current-generation plating systems incorporate mecha-
nisms to minimize screw loosening and migration such as locking
or expansion-head screws.3,4 However the available pelvic systems
do not incorporate locking screws, so they can move freely if there
are errors in surgical technique or complications during the
fracture healing.
In this particular case, we presume that the coxarthrosis and
progressive shortening of the limb caused loosening of the screws
and the migration occurred late, being precipitated by displace-
ment during physical exercise. We can surmise that it migrated
laterally and turned, and kept irritating the soft tissue until it
protruded out of the skin.
Careful attention to surgical technique and appropriate
postoperative vigilance can reduce the risk of this infrequent
complication.
We think that the spontaneous expulsion of a screw reported
here merits attention as a somewhat uncommon, but possible
complication of acetabular fractures treated with osteosynthesis,
so surgeons should be aware of this possibility.References
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